1 for their comments. Even if abdominal aortic aneurysm (AAA) and thoracic aortic aneurysm (TAA) are characterized by distinct features, inflammation and the cellular immune response play a key role in their initiation and progression. [2] [3] [4] [5] [6] [7] [8] Several studies have highlighted a deregulated expression of inflammatory biomarkers in patients with AAA or TAA. [9] [10] [11] [12] [13] [14] The preoperative white blood count is a simple and easily available biomarker and several studies have highlighted the interest of ratios derived from hemograms including the neutrophil-to-lymphocyte ratio (NLR) or the platelet-tolymphocyte ratio (PLR) as indicators of systemic inflammation in vascular diseases. [15] [16] [17] The clinical significance of ratios derived from hemograms in context of aortic aneurysms is worthy of investigation.
A first study highlighted the use of the NLR as a predictive factor of mortality in patients undergoing elective major vascular surgery. 18 In this study, 1021 patients were included, among which 447 had an AAA open surgical repair. A preoperative NLR >5 was independently associated with the 2-year mortality postsurgery. The NLR was further specifically investigated in patients who underwent elective AAA open surgical repair and the predictive value of NLR >5 on 30-day and 10-year postoperative mortality was confirmed. 19 In addition, in a cohort of 80 patients with ruptured AAA who underwent open repair, a high NLR >5 was an independent prognostic factor for 30-day mortality after multivariate analysis. 20 The significance of the NLR in TAA has been poorly investigated. In a cohort of 75 patients with TAA, we observed that the proportion of patients with symptomatic or ruptured TAA was significantly higher in patients with a NLR >3.5 compared with those with a NLR <3.5. 21 However, no significant difference was observed regarding the 30-day overall postoperative mortality and morbidity. Even though further studies are required to fully understand the link between NLR and AAA and TAA, these results highlight its potential interest as a prognostic factor in aneurysmal disease.
The PLR has recently been identified to be associated with the severity of coronary atherosclerosis, pointing to its interest in cardiovascular diseases. 22 We recently investigated its value as a predictor factor of 30-day postoperative complications in a cohort of 224 patients with AAA who underwent surgical repair. 23 We found that all-cause postoperative complications were significantly higher in patients who had extreme values of PLR (PLR <91.5 or PLR >163.3) compared with the other groups of patients with PLR between 91.5 and 163.3. A similar trend was observed for 30-day postoperative mortality but this was not statistically significant. Although further studies are required to understand the mechanistic effect of the PLR, it may represent a prognostic factor in patients undergoing AAA surgical repair.
We read with great interest the study published by Cagli and colleagues recognizing the originality to address the association of monocyte to high-density lipoprotein (HDL)-cholesterol ratio with AAA size. 24 In a cohort of 120 patients with AAA, the authors found that the monocyte to HDL-cholesterol ratio significantly correlated with the maximum diameter of the AAA (r ¼ 0.366; P ¼ .015).
Taken together, these studies point to the interest of the determination of ratios derived from the white blood count such as the NLR, the PLR, or the monocyte to HDLcholesterol ratio in aneurysmal disease. They could represent interesting biomarkers that correlate with the clinical and anatomical characteristics of aortic aneurysms and may be of interest as a prognostic factor in patients undergoing surgical repair. We believe that further research would help to better understand the role of these parameters in aortic aneurysm management.
